The district for which I was responsible in Germany covered a distance of 50 or 60 miles north and south of the City of Hanover. Infectious disease control was only one of the many and varied duties which had to be carried out. It is convenient to discuss the subject under five headings:
Section of Epidemiology and State Medicine
President-H. J. PARISH, M.D., F.R.C.P.E., D.P.H. [February 28, 1947] 
DISCUSSION ON THE PRESENT STATUS OF INFECTIOUS DISEASE CONTROL IN CONTINENTAL EUROPE
Dr. Ian Taylor: The district for which I was responsible in Germany covered a distance of 50 or 60 miles north and south of the City of Hanover. Infectious disease control was only one of the many and varied duties which had to be carried out. It is convenient to discuss the subject under five headings:
(1) Environmental factors.
(2) Ascertainment of cases.
(3) Isolation and treatment.
(4) Action taken on notification.
(5) Specific prophylaxis. (1) ENVIRONMENTAL FACTORS: The city of Hanover had a pre-war population of about half a million. 60% of the dwellings in the city were either heavily damaged or totally destroyed, and most of the rest of the town had suffered some damage. The centre was just a heap of rubble, with only the main military routes cleared. Another sizeable town in the area, Hamelin, suffered about 12% of total damage. By comparison there was very little damage in the smaller towns and rural areas, except to bridges and main roads.
The total population of the area, about a million, and already considerably in excess of what it had been before the war, steadily increased after the war with the influx of refugees from other parts of Germany and New Poland, with the result that the average living space had shrunk when I left to 6-2 sq. metres (only about 70 sq. ft.) for living, eating and sleeping. I believe that the figure is now even smaller; and have recently heard that in spite of the fact that the city had been declared a black spot which could not receive refugees, they have now decided that it must receive a further increase of 10% in its population. The floating population of refugees, and to some extent residents, were frequently accommodated in huge concrete air-raid bunkers, some of which were below ground level, and which often held 3,000 or more persons. These places were quickly singled out as potential health hazards, and attempts made to prevent overcrowding and provide ventilation and health services.
There can be no doubt that a high proportion of the Germans are very hungry, and undernourishment is a factor that has to be considered by health workers in the British Zone.
In the city there were 600 breaks in the main sewers apart from minor damage to drains. In rainy weather they overflowed and the basements in certain areas became flooded. The water in the city came fromn four waterworks. Two of these drew their water from the River Leine, and the water from these was chlorinated normally. Two others took water from wells in a peat bog about 25 km. north of the town and the Germaps were very proud of 'the purity of'this'su'pply'. ' In view of the impossibility of guaranteeing'freedom 'from pollution in the damaged distribution system we had to insist on chlorination. They were very reluctant to institute it, and took it almost as a personal insult to their intelligence. However in February 1946, when the worst floods in living memory occurred, and the River Leine, with a normal width of 30 ft. in the centre of the town, became a raging torrent a quarter of a mile wide, submerging parts of the town, severing communications, isolating some of the hospitals, and incidentally submerging two of the waterworks, it was a great comfort to know that whatever was happening in the pipes and drains below ground, no water was being delivered from the two waterworks that were still functioning without being superchlorinated.
Soap was extremely scarce and poor in quality. No coal was available for producing hot water in the home. These two factors, coupled with the existing overcrowding, were probably responsible for the high incidence of scabies, although the degree of infestation with pediculosis was less than one would have expected.
The background of undernourishment and overcrowding presented a very black picture when one considered the risk of spread of typhus, a disease that was constantly be-ng introduced by refugees coming from the East.
The process of denazification of the medical services, although necessary, undoubtedly lowered the general level of public health work and the standard of skill in the specialties in the large hospitals. There was a surfeit of doctors of mediocre attainments, but firstclass specialists were hard to find.
(2) ASCERTAINMENT OF CASES: At the time of the fall of Germany there was no organized system of collection of infectious diseases intelligence relating to the German population. The reason for this lack was the complete disorganization of civilian telegraphs, telephones and road and rail transport.
We put into operation at once a scheme whereby the Burgomaster or Landrat in each county district had to supply to the local Military Government administrative officer each week a statement of the number of cases and deaths from infectious diseases in the area in the previous week. These were sent up by Military Government courier to our office, where they were consolidated and sent on to higher levels, with copies to the heads of the medical services of the local British troops. For a long time these were the only returns for infectious diseases available, and formed the basis of the consolidated returns circulated centrally by UNRRA and the Ministry of Health.
Attempts were, however, made to put the responsibility for collecting information on to the German machine as soon as possible. But even when I left Germany in April 1946 I was still able to get a weekly consolidated statement forty-eight hours before my opposite number in the German administration, as he was still being hampered by inadequate civilian communications. The return included the usual notifiable diseases. Additions to the list that were made by us at various times were venereal diseases (by sexes), influenza, pneumonia, and scabies.
Orders were given that cases of typhus, smallpox, plague, cholera, and relapsing fever, besides being included in the weekly list, were to be the subject of an immediate telegraphic report. Typhus was the only one of these diseases which occurred, and the system worked quite well, although at the beginning there was some confusion over the German word "typhus" and more than once I made a fifty-mile car journey to investigate a case of typhus which on enquiry turned out to be typhoid. By a later order, louse-borne typhus, when referred to, was always followed by the German term "fleckfieber" and this innovation worked remarkably well in preventi&g confusion.
(3) ISOLATION AND TREATMENT: In the Hanover district it was customary for cases of infectious diseases to be received into special infectious blocks in the municipal general hospitals. The standard of isolation accommodation varied in different districts, but normally was of the standard provided in England at the end of the last century. An exception to this was the infectious section of the City hospital at Hanover, which was more pretentious, and included a modern block of single-bedded cubicles. This had been a very good block until it was practically put out of action by Allied air raids.
An interesting sidelight on the present incidence of diphtheria is that whereas in Hanover the city municipal hospital has 400 infectious diseases beds, they have had to make emergencv provision for diphtheria in the shape of a special hutted hospital of 100 beds outside the town, and these beds are fully used. Even so, I gathered that they regard it as quite normal for a considerable proportion of diphtheria cases to be nursed at home.
The treatment of cases in hospital suffered considerably from the shortage of drugs and dressings. Treatment of diphtheria and antitoxin dosage differed little from that in this country.
Sulphonamides of all sorts were extremely short after the capitulation, owing to the fact that industrial production was curtailed. We issued sulphonamide on the strict understanding that the drug would be used for the treatment of venereal disease only. It was naturally difficult for the Germans to understand why sulphonamide could not be issued also for the saving of life in other diseases, and this situation resulted in a number of heartbreaking interviews in the office. But it was a matter of high policy, and had to be accepted.
Penicillin was not available for Germans, although in the spring of 1946 a quantity was released, again on the understanding that it was for the treatment of sulphonamide-resistant gonorrhoea.
(4) ACTION TAKEN ON NOTIFICATION: The organization required for investigation of the source of infection in local outbreaks was sadly defective. This was due, in part, to the fact that there were no persons on the staff of the public health departments of the exact status and training of our sanitary inspectors. Most of the sanitary inspection as such was left to the various branches of the police. It is true that each Kreis had one or two men on the staff who were known as "disinfectors" but their duties, as far as I could discover, were limited to what the name implies. The detailed enquiry into the circumstances of infection fell to a great extent upon the M.O.H. in person. Many of them were strangely apathetic in the matter, even when cases of typhus arose, and in the early days it was only because we were continually on their tail that they were stimulated to the necessary action in disinfestation of contacts. It became necessary at a later stage to require the M.O.H. to give us within twenty-four hours a full report on each case of typhus, giving particulars of the presumed source of infection, and the action taken with contacts, and we were thus able to check the fact that action had been taken. In view of the extreme importance of immediate and thorough dusting of typhus contacts, we issued a quantity of D.D.T. fairly early on to each Kreis, and the Kreis disinfector was given instruction in its use.
In addition to the M.O.H. there were, in certain widely separated places, so-called "Hygienic Institutes". which were bacteriological laboratories doing a certain amount of public health work. They were supposed to have a function in the investigation of epidemic diseases, but the areas they covered were far too large for any real activity except in the immediate locality. This remoteness from practical reality was shown up very clearly when I heard that the professor in charge of the laboratory in Hanover, whose area of influence included that part of the country in which Belsen is situated, was able to persuade the authorities that he had no knowledge of what was going on there. Almost the first serious trouble to occur after arrival was a considerable outbreak of poliomyelitis in a town of 10,000 inhabitants. I think that the unusual course that was taken in putting the town into complete quarantine did help to limit the infection to that town.
(5) SPECIFIC PROPHYLAXIS: Diphtheria.-Immunization against diphtheria was not compulsory under the Nazis, although there was power to make it so locally as deemed necessary, and only certain districts had done so.
The figures for the British Zone for September 1946 show that diphtheria morbidity was 45-4 per 10,000 per week, which is between three and four times the pre-war September figure which averaged 13 6 from 1928 to 1938. In my own area during the period July to December 1945 the average was 27 35 per 10,000. In reconciling the level of diphtheria with the supposedly high degree of inoculation it is worth while taking note of certain facts. In 1945 when I called for a report on diphtheria immunization in the area it emerged that the last general inoculation had taken place in 1943 (two years previously) when 37,000 school children and 35,000 children under 6 had been inoculated. Of this total of 72,000 children, only 58,000 received the second injection.
The following year they switched over to combined diphtheria and scarlet fever immunization, and only 628 children were inoculated-this in a community that had more than 5,000 births each year. These figures are an interesting commentary on totalitarian methods in practice. It seems to be the old story of relying more on periodic mass attack on the population than on arrangements for systematic treatment of the individual child, with the usual resulting difficulty in assessing the mass immunity of the population at any given time. It is noteworthy also that the prophylactic in use in that district was a combination in one injection of alum precipitated diphtheria toxoid with alum precipitated scarlet fever toxoid.
On the other hand, the fact that diphtheria immunization may be taking effect in Germany is suggested by a considerable rise in the average age of attack, a phenomenon which we have come to associate, rightly or wrongly, with the development of some degree of mass immunity in the child ponulation. It may well be that the present high level of diphtheria in Germany is due to a mixture of patchy immunization technique and enhanced virulence and infectivity of the organism.
Typhus.-A number of vaccines were in use in the early period. I believe that Weigl's vaccine was being made in Hamburg, but saw nothing of its use. The commonest vaccine was a mouse-lung vaccine. The main threat of typhus after the initial clear-up was the stream of refugees coming from the New Poland. All who came through the transit camps had been properly dusted with D.D.T. both there and on the journey. Such cases as occurred were almost without exception infected outside the British Zone, and the threat was therefore greatest to public health officials and hospital staff who might become directly involved in handling these imported cases. It was therefore decided to immunize this special group of health workers. This decision coincided with reports of the infection of certain hospital workers who had been vaccinated, and in subsequent vaceination only egg-yolk vaccine was used.
Smallpox.-Smallpox vaccination is on a firmer footing than diphtheria immunization. It is compulsory for all in infancy. The only exception is when the health of the child would be prejudiced by vaccination, and vaccination is not excused in these cases, but merely postponed. Conscientious objection is not allowed. Re-vaccination of older children between the ages of 10 and 12 years is also compulsory. I cannot help feeling that although there is not much to admire in present-day Germany, we can envy the vaccinal state of their population.
Intestinal diseases.-During my stay in Hanover enteric fever was occurring at the rate of about 20 cases per million per week. The great majority of the infections were typhoid fever, with a sprinkling of paratyphoid A. These cases arose sporadically. Other districts in the Zone were experiencing a considerably higher incidence, and in certain places localized outbreaks of considerable proportions were reported, which raised the suspicion of infection of rural water supplies. Dysentery figures were much lower than those of typhoid, which was surprising in view of the overcrowding and shortage of soap and hot water. At no time did we have the difficulties with dysentery that were described by the public health officers from Berlin at a previous meeting (Proc. R. Soc. Med., 40, 89).
In view of the high general incidence of typhoid and the unsatisfactory sanitary background, a general inoculation of the population with TAB was ordered and was in progress when I came home. From this distance I suppose that it is possible to question its wisdom. When in the midst of the problem, however, with high enteric incidence, grossly defective public and domestic hygiene, with little prospect of immediate improvement in environmental conditions, the case seemed very strong. As might be expected, reports from some districts that incidence has been reduced have been accompanied by statements that certain individuals incubating the disease had been killed by iiocultltions.
It may be said that infectious disease control in the circumstances described will remain a nightmare for health workers in the Zone for a long time to come.
Wholesale chlorination of main water in the larger centres and the use of D.D.T. to control imported typhus have probably played a very great part in success so far achieved.
Immunization against various diseases may also have played some part. Good fortune has also played a not inconsiderable part, and a widespread outbreak of respiratory disease in the malnourished, overcrowded population, with such poor hospital facilities, so inadequately supplied with medicaments, would tax resources to the utmost.
The problem of tuberculosis, which is now coming to the stage when it can be treated as a priority, will undoubtedly present enormous difficulties.
In conclusion I feel that I cannot do better than quote the words of Geddes Smith in his admirable and fascinating book, "Plague on Us", published in America in 1940:
"The lords of Europe are fighting again. Masses of men are bombed out of their homes and cities, hounded into exile, driven hither and thither, in a greater dislocation of ordered living than any rational man would have thought possible. Such a world is in peril of pQestilence. It is early to boast."
Dr. H. Stanley Banks: Experiences in South Italy, Jugoslavia and the U.S. Zone ofGermany.-In spite of my having spent twenty-one months in Continental Europe, I fear that any information I can give on infectious disease control will be incomplete and only approximately correct. This is the result of the incredible state of disorganization of the countries concerned, of their paucity of trained staffs, of the absence of wartime and post-war records, and of the extreme difficulties of communication and transport.
SOUTH ITALY: Typhus fever was effectively snuffed out by the use of D.D.T. in the Naples outbreak of January 1944; typhoid fever was relatively abundant in the civil population and very rare among the well-inoculated troops; bacillary dysentery was abundant in both and controlled, in the Army, only partially by hygienic measures and largely by early treatment with sulphonamide drugs; smallpox flared up in several villages and small towns-these were quarantined and put out of bounds to troops for several months; malaria was control led by the new method of adult mosquito control (as distinct from larval control) by D.D.T. spraying of certain buildings where mosquitoes are found. On these subjects much has already been written. A few moments might, however, be devoted to diphtheria in the forces in Italy. The amount of mild and moderate tonsillar diphtheria, cutaneous diphtheria and diphtheritic neuritis following missed cases encountered in the forces, was, I think, somewhat of a surprise to the Army Medical Authorities. At the Army Physicians' Conference in Rome in January 1945 many of the medical specialists exhibited some confusion and uncertainty as to the pathogenesis and treatment of diphtheria. Even the use of antitoxin was not always thoroughly understood. Several of the American physicians, in particular, admitted that, prior to this, they had never seen a case of the disease. It was evident that medical inexperience of diphtheria was a far from negligible factor in the problem.
The prevalence of diphtheria in the field raised the question of prophylaxis by mass Schick testing and immunization of the whole of the British forces in the area. This was rejected, however, as a practical impossibility. The question has been discussed by Brigadier J. S. K. Boyd (1946) and the conclusion reached that Schick testing and immunization should be done at the recruiting stage, and not in the field. I understand, however, that the relatively small New Zealand and Canadian forces did manage to achieve active immunization in the field. We must here pay tribute to the prescience of G. Ramon (1945) . He secured, largely by personal influence, the active immunization of the French Army against diphtheria as early as 1936. This measure paid handsome dividepds whjen hundreds of thousands of French prisoners of war were subjected to severe diphtheria infection in prisoner of war camps in Germany and experienced a very small morbidity as compared with that of Belgian prisoners of war in the same camps. The failure to immunize the British Army against diphtheria at the recruiting stage before or during the war appears to have been a major omission in an otherwise remarkably well-planned Army programme of prophylaxis against disease.
JUGOSLAVIA.-Let me sketch in outline the background of the picture. It is a country grossly despoiled of its medical and hospital equipment; so short of doctors and nurses that in places there was only one doctor to about 30,000 of population; the medical administration is poor, sketchy and completely subservient to political ideas and political bosses; and yet we have here a virile peasantry and people accustomed to hard conditions and often bearing extreme privations without complaint. Wherever I went, I visited the hospitals. They were overcrowded and lacking in food, clothing and equipment to a degree difficult even to imagine. In the Civil Hospital, Split, an adapted building, there were, in February 1945, literally 400 cases in 250 beds. In the State General Hospital, Belgrade, in April 1945, there were literally 850 patients in 500 beds. That means that in each ward of 12 to 16 beds there were two or three beds each with two occupants. Every child's bed, of course, contained two children, "tops and tails"; a number of women's beds were similarly "doubled"; but it was an incredible sight to see two sick men side by side in a narrow hospital bed, spending their days and nights balanced precariously just inside the rails. In most hospitals there were very few blankets or sheets, just coats or scrap-up bed clothing brought in by the patients themselves; no X-ray films, no rubber gloves, little or no anesthetics, few needles, syringes, instruments, drugs or even sutures.
Smallpox.-The control of smallpox in Jugoslavia is very efficient owing to universal vaccination at the age of 3 months or thereabouts and universal re-vaccination at 6 years and again on entering the Services. The disease has been completely absent from the country since 1930. The vaccination scheme has perforce been suspended since 1941. The vaccinations in the rural areas are carried out by village hygiene teams of lay workers who undergo a few weeks' whole-time training in this and other practical hygiene measures at the District Hygiene Institutes. In May 1945 two cases of smallpox were reported but the diagnosis was not confirmed. Nevertheless, an attempt was made to get the machinery of vaccination going again. I had the task of organizing the import by air of half a million doses of vaccine from the Middle East. In spite of the clearest instructions, however, most of this material was wasted owing to inadequate storage in the hot weather. In Belgrade there was a 30% take, but in Macedonia, where storage conditions were very primitive, only a 1% take was obtained. I saw no case of smallpox in Jugoslavia. The immunity of the country from smallpox may be, I think, fairly attributed to the highly vaccinated and re-vaccinated state of the population. No accurate data exist as to the prevalence of post-vaccinal encephalitis.
Typhus fever.-All the indications pointed to typhus fever as the greatest epidemic danger to post-war Europe. This disease has been endemic in Jugoslavia, particularly in Bosnia, since the first World War. In 1942-43 there was a flare-up with some thousands of cases reported in the country. In the first few months of 1945, some 5,000 to 7,000 cases were reported per month, and even as late as June 1945 the figure for the month was 1,000 cases. In the twelve months from January 1945 to January 1946 no less than 40,000 cases were reported in Jugoslavia. The disease was, therefore, at this time just held in check and no more. Most of the cases during the war occurred in and around the area of operations of the Jugoslav Army. There is evidence that the disease was controlled to a considerable extent by the simple methods employed by the hygiene sections of the Jugoslav Army. These consisted chiefly in the regular use of the Serbian barrel steam disinfector for soldiers' clothing, a method introduced by Zinsser during the Serbian epidemic of 1915. Control became easier when D.D.T. was brought into the country by the U.S. Typhus Commission in February 1945. By January 1946, nearly i million pounds of D.D.T. powder had been delivered to Jugoslavia by the Typhus Commission and UNRRA. But the bulk of this was too late for the rush of refugees that passed through the country during the two or three months following the end of the war. Typhus control in Europe at this period was almost entirely due to the D.D.T. disinfestation stations which were set up by the Army at various points on the frontiers of Germany and Austria.
A noble attempt to mass-inoculate the whole population of Bosnia with anti-typhus vaccine was commenced in May 1945 by the Typhus Commission, and continued under the supervision of the medical staff of the Hygiene Institute of Sarajevo. The inoculations were done by no less than 170 teams of four or more lay workers who had each received some two weeks' training. The scheme was interrupted several times by lack of materials and also by poor staff work at the Ministry of Health in Belgrade. It is estimated, however, that some 800,000 of the two million inhabitants of Bosnia received one or more inoculations. These anti-typhus inoculations were believed to have three main effects: (1) reduction of the mortality of the disease (even in old people) to almost nil; (2) reduction of morbidity and therefore also of the number of infective persons; and (3) reduction of the number of infective lice. This experiment was never completed and did not succeed in its object of eradicating the endemic foci of typhus in Bosnia. Nevertheless, thanks to this and to the liberal use of D.D.T. for disinfestation during the winter succeeding the war, the danger of epidemic typhus spreading from Jugoslavia to the rest of Europe was completely overcome. In this achievement it is hardly to be doubted that D.D.T. deserves the major share of the credit.
Tuberculosis.-Throughout Europe the problem of tuberculosis is probably the greatest in the whole field of public health. The incidence and death-rates of tuberculosis in Jugoslavia are very comparable to those recently estimated for Poland by Marc Daniels (1946) . In 1944, the deaths from all forms of tuberculosis in the town of Split were at the rate of 300 per 100,000 population, the same figure as that for Lodz in Poland. In the whole of Croatia, T.B. deaths were estimated in July 1945 at 400 per 100,000 population or about eight times the death-rate from tuberculosis in Britain. This represents more than a twofold increase over Jugoslavia's pre-war tuberculosis death-rate which was one of the highest in Europe.
An attempt was made to obtain data from a mass radiography survey. After tremendous trouble by UNRRA officials a set of limited power was obtained from Italy and put in the charge of an excellent technician. The Jugoslav authorities, however, with typical Jugoslav recklessness, insisted on running the machine far in excess of its capacity, with the result that it was wrecked in a week. This is the reason for the complete absence of data from mass radiography in Jugoslavia.
Hardly any effective control of tuberculosis is being exercised in Jugoslavia. Clinic, hospital and sanatorium services are grossly inadequate. Poverty and underfeeding are general throughout the country as well as in the hospitals. Nothing less than a substantial rise in the standard of living of the whole population is likely to bring about an improvement. Venereal diseases.-In Bosnia syphilis is said to be prevalent to the extent of 10% of the population. No exact estimate is, however, possible, owing to the absence of reliable sampling surveys. Dr. Grin of the Sarajevo Hygiene Institute believes that the disease is not only venereal, but frequently transmitted by the use of common food utensils among families and units containing members with acute nasopharyngeal and oral lesions. Knowing the habits of the peasantry, I think this may be quite a likely source of infection.
Intestinal diseases.-As in Italy, bacillary dysentery is endemic. In summer practically everyone in Jugoslavia has several attacks of it. Those of us who were able to obtain supplies of sulphaguanidine controlled our attacks by its regular use at the first onset of diarrheea. The Jugoslavs, in 1945 at least, just suffered until they acquired enough natural immunity to tide them over until the next attack.
Typhoid fever is also very rife. Our six-monthly T.A.B. inoculation was, without doubt, the source of our personal immunity. The worst area is probably Macedonia, since there hygiene is the most primitive. Water supplies, usually springs and shallow wells, are in bad repair. The privy and open well often exist in the same,yard. The sewage is often carried in the street gutters. Morbidity from intestinal diseases in Macedonia is estimated at 30% and mortality at 10%. No effective help could be given with this problem by the UNRRA sanitary engineering section, owing to lack of co-operation from the Ministry of Health. The latter's policy was entirely dominated by the political and military factors in the situation.
Malaria.
-At a conference of malariologists in Belgrade in April 1946 it was estimated that there were 1,200,000 cases of malaria in the country per annum. In Macedonia over 30 % of the population of one million suffer from malaria. Again, no effective help could be given with this problem because the authorities would neither allow proper surveys to be made nor allocate skilled staff to operate the plant which, in the beginning, was supplied. In Greece, UNRRA supplied aeroplanes for spraying marshy land with D.D.T. The Jugoslav authorities demanded aeroplanes also, but as there was every reason to think that the planes would have been used for military purposes, they were not supplied. And so, although UNRRA sent a strong sanitary engineering section into the country, and were prepared to supply large quantities of anti-malaria materials, it proved impossible to make any effective contribution to anti-malarial work, owing to the intransigent attitude of the Government.
Nursing.-Six highly skilled U.S. and British public health nurses laboured for over a year in the country trying to organize the training of nurses. Their labours were in vain. Finally, it was arranged to provide fellowships for training of 20 nurse-teachers in U.S.A. The 20 candidates were selected by the Government (with, of course, the usual political considerations in mind). Out of the 20, visas were allotted to 18 and the other two were refused. The Jugoslav authorities were so incensed at this refusal that they called off the whole scheme. Thus the nursing contribution of UNRRA to infectious disease control ended in failure. UNRRA supplies.-In spite of such rebuffs, by September 1946 UNRRA, under the leadership of a Russian chief of mission, had imported into Jugoslavia no less than two million tons of supplies, including vast quantities of medical and hospital supplies. The whole of this was a free gift to the Jugoslav Government. Acknowledgment took the form of the usual elaborate feast to the UNRRA officials, but (to quote the official report) "the foreign policy of the Government forbade all public recognition of this unprecedented gift".
GERMANY: I can make only very brief reference to the U.S. Zone of Germany. Infectious disease, except tuberculosis, among the displaced persons is remarkably low, thanks to regular inoculations against diphtheria, smallpox, typhus and typhoid fevers, to regular D.D.T. dustings and to a reasonably good diet, which is supposed to. include approximately 1,000 calories from fresh meat, milk, eggs, &c. On the "other hand, large epidemics of typhoid fever occur among German civilians. In one district of Bavaria from September to November 1946, there were 2,500 cases of typhoid reported among German civilians, while there were only 8 cases among the thousands of displaced persons in the area-another tribute to the preventive effects of regular T.A.B. vaccine.
Tuberculosis is worst in the Jewish camps, although the incidence is now much less than it was at the close of the war. Mass radiography in the Jewish camps shows a rate of about 2% active tuberculosis based on examination of 35 mm. film only. This figure would probably be considerably reduced after hospital observation of doubtful cases. Tuberculosis hospital and sanatorium provision is of course inadequate, but probably less so for both D.P.s and civilians in Germany than in many other countries in Europe.
Dr. F. R. Curtis: Venereal disease control in Denmark, Sweden and the British-occupied Zone of Germany.-In Denmark and Sweden prior to 1939 there had been a steady fall in the incidence of syphilis and gonorrhoea since 1919-20. In both countries notification of venereal diseases and compulsory treatment had been the law for many years and had become an accepted part of the social fabric. The figures in the table (v.i.) can, therefore, be considered reliable.
Between 1939 and 1944 syphilis in Denmark increased almost eightfold, while in Sweden the increase was threefold. The difference may reasonably be attributed to the much greater wartime disturbance of social conditions in Denmark associated with occupation by German troops.
It is also worthy of note that the increase in gonorrheea in both countries from 1939 was much less than the increase of syphilis, being approximately 2-5 times for Denmark and 1-5 for Sweden.
Both countries emerged from the war convinced that the increased incidence of gonorrhoea and syphilis was but a transient wartime phenomenon and that their well-tried control measures would once more exert their pre-war power as soon as social disturbances subsided.
The British-occupied Zone of Germany presents a very different picture. Here there was no pre-existing system of efficient control of venereal diseases. Little or no use was made of the free public clinic. Practically the only cases treated in hospitals were prostitutes who were sent there by the police, whose responsibility it was to supervise prostitutes and brothels. Naturally a certain number of patients attended the skin and V.D. out-patient departments of the University Hospitals because they were attracted by the prestige of the Professors but could not afford to pay for private treatment.
The local authorities in Germany were under no compulsion to appoint venereologists to supervise the operation of control in their areas, though some states, e.g. Thuringia, took steps to make such appointments with on the whole very favourable results. The fact that so much venereal disease was treated privately made epidemiological work difficult if not impossible for the public health authorities. Nominally there was a professional, but not legal, obligation on every doctor seeing a fresh infection to endeavour to bring the infectious source under treatment. If he failed, he was supposed to furnish particulars to the Medical Officer of Health, who, after failing to achieve success by means of correspondence, could do no more than hand the matter over to the police. To a very large extent the whole system failed to work and except in relation to the regular medical examination of prostitutes it was not surprising to find that the health visitor and social service worker had no place in the scheme of venereal disease control.
The problem of Military Government and then of Control Commission for Germany was first to implement those parts of the German law on venereal disease which were sound but had been somewhat neglected and later to add provisions which would force the local public health authorities to take effective action and at the same time ensure that the British public health officers were able to exercise effective supervision. During the first year of occupation mpany parts of the British Zone were inadequately supplied with sulphonamides for all purposes. This led, in the case of gonorrhoea, to a sort of rationing system by which all cases got a little but few got enough. The results in the way of asymptomatic infectiousness and sulphonamide resistance can easily be imagined. The German venereologists admitted that 40% of cases of gonorrhoea were resistant to sulphonamides.
In an endeavour to reduce this reservoir of gonococcal infections as quickly as possible penicillin was obtained from the United Kingdom, since the Germans had never produced penicillin themselves. As they had no experience of penicillin treatment arrangements were made for the leading venereologists to visit the British Army V.D. treatment centres, and they were made responsible for training their colleagues. At the same time, to avoid as far as possible leakage of penicillin to the black market it was made mandatory that cases of gonorrhoea should be treated only in certain specified University or Municipal hospitals.
One of the early preoccupations of public health officers was the possibility of considerable numbers of cases of venereal diseases amongst displaced persons. I made a survey in the summer of 1945, visiting camps containing altogether about 60,000 such persons which represented approximately 10 % of the total in the area. From inspection of the case-books at the sick bays in the camps and from detailed talks to the medical personnel in charge it became evident that, though in many instances conditions were highly favourable to the spread of venereal diseases, there was in fact a negligible incidence amongst displaced persons. This was confirmed by numerous UNRRA medical officers not only in the area under survey but also in other parts of the British Zone.
The rates for England and Wales are calculated from Tables A and B The rate2s for Denmark and Sweden are obtained from page 33 of Hartmann's "The Girls they Left Behind", Copenhagen, 1946. The rates for British Zone of Germany are calculated from figures in a paper published in the British Journal of Venereal Diseases, 1947, 23, 20. (1) It must be remembered that the figures given for England and Wales are for attendances at treatment centres only and exclude Services cases as well as gonorrhoea and syphilis treated privately.
(2) The conditions in Germany, owing to the absence of so many men of military age as prisoners of war, approximate to those obtaining in England and Wales in 1944. It is of interest that in both England and Wales and Germany in 1944 and 1946 respectively the incidence of venereal diseases was greater in females than in males as judged by the returns, This occurred for the first time in England and Wales since the records had been kept. It is of course almost certainly related to the preponderance of young women over young men at the relevant times.
(3) The figures for gonorrheea in Denmark and Sweden are far higher than those in England and Wales. In the former countries notification is the law, whether cases are seen privately or at public clinics. It would be premature to conclude that gonorrheea is a less common disease in England and Wales than in the Scandinavian countries until appropriate action has been taken to implement the recommendations of the Ministry of Health Medical Advisory Committee that "some form of regular return which would provide information about the number of patients treated by private practitioners should be adopted" (Page 71, Chief Medical Officer's Report on the State of the Public Health during Six Years of War).
(4) The very low ratio of gonorrheea to syphilis in British Zone of Germany should be compared with the corresponding ratios for Denmark and Sweden.
(5) It is noteworthy that in Denmark and Sweden between 1939 and 1944 there has been an increase in syphilis disproportionate to that in gonorrheea, and that the disproportion is far greater in Denmark, which was occupied, than in Sweden which was not. If there were any reliable figures available it would probably be evident that the same disproportion occurred in Germany. Certainly the leading German venereologists were convinced of such disproportionate increase in their own spheres of influence.
Dr. J. Balfour Kirk said that the spraying of houses with D.D.T. as a method of malaria control had been advocated by de Meillon and Park Ross in Natal some twelve years ago. Russell and Knipe employed it with conspicuous success in certain villages in India. The method had also been put into effect in Mauritius in 1941 as a means of protecting from malaria a large camp of Jewish immigrants, and also at Takoradi on the Gold Coast in 1942. In those experiments pyrethrins or an extract of pyrethrum made with kerosene oil had been used, as well as dusting with a fresh pyrethrum powder. D.D.T. by itself, owing to its delayed action and to the fact that it was not repellent, was unlikely to be entirely satisfactory in house-spraying. Possibly a more effective mixture would be'D.D.T. and pyrethrins.
Dr. Kirk remarked that the danger of a European pandemic of communicable disease arising from localized outbreaks in more backward countries such as those of the Balkans or Eastern Europe, was not really great, because these countries had been largely deprived of means of rapid transport. Although their health departments had been very seriously disorganized, they were probably sufficient to deal with local outbreaks. The danger might arise if rapid international transport were re-established before the various health departments were sufficiently organized to deal with country-wide outbreaks.
The success of the UNRRA Displaced Persons Operation in Germany during the winter of 1945-46 in keeping to remarkably low levels the incidence of communicable disease in the camps Dr. Kirk attributed to the fact that the danger had been adequately anticipated by Military Governments and UNRRA, and that such preventive measures as were practicable had been very thoroughly applied throughout and in good time.
Dr. Milosh Sekulich said that in Jugoslavia to-day, a doctor was never sure of his position in the community unless he was a "party man". There was no question to-day of introducing a new system-a National Medical Service-because national medical service was gradually introduced between the two great wars. Doctors were engaged in this national medical scheme both on a whole-time and part-time basis, the latter being allowed private practice, and thus retaining their identity as "family doctors".
Prior to 1918, Jugoslav doctors were educated abroad, but, from then onwards, three medical schools were created and over three thousand doctors were trained. Over three hundred new institutions were set up for work on preventive medicine, and over three hundred hospitals, clinics and other institutions were opened for curative medicine. As a result of this medical progress in Jugoslavia between the two great wars, the fight against infectious diseases was increasingly successful. Diseases like smallpox were quite unknown in the country, while typhoid, typhus and diphtheria were progressively reduced. The fight was very difficult, and, in spite of all efforts, endemic typhus and syphilis remained virulent in some parts of the country until the present time.
It is interesting to note that the pre-war semi-dictatorships favoured the development of medical service, and many new laws were created to this end. Under the Communist totalitarianism of to-day, medical work was far from being successful in spite of the enormous help given by UNRRA. The Communist Government of Jugoslavia received as a gift from UNRRA the equivalent in value of six years' national budget, yet unfortunately almost daily pathetic letters from that country were received, asking for even a few grains of aspirin.
[.May 2, 1947] Common Cold. Interim Report on a Transmission Experiment. [ investigation into the aetiology of the common cold has been undertaken. Successive groups of volunteers have accepted isolation for ten to fourteen days to be tested with the common cold virus.
Members of the Section and others visited the isolation quarters and later heard a review of the present position of the experiment and saw a film of the Unit which had been produced by the Central Office of Information. Dr. H. J. Parish, the Chairman, pointed out that the common cold was reputed to be responsible for the loss of 40 million man-days per year, but this was the first time the Section had discussed the subject.
At the time of Dunkirk, Harvard University in America sent to this country a number of field and laboratory workers to assist in the control of epidemics. A group of prefabricated buildings formed the hospital at Salisbury and the Harvard Unit grew into a team of more than 100 doctors. The hospital became an E.M.S. hospital for both civil and military cases ofcommunicable diseases. The course of the war prevented the full benefit of the studies from being reaped, but the result of some of the work was published in the reports for the war years of the Chief Medical Officer of the Ministry.
With America's entry into the war the hospital passed into the hands of the U.S. Army and became the central laboratory for the American Army Medical Corps in the European theatre. The laboratories were extended and special research units were established. The place rapidly acquired a reputation as one of the foremost laboratories devoted
